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Introduction
Schizotypy is a multidimensional personality construct with a continuous distribution in non-clinical and clinical samples (Gooding and Iacono, 1995; Sanchez-Bernardos and Avia, 2006) . Biological relatives of individuals with schizophrenia exhibit more schizotypal traits than those without a family history of the disorder, suggestive of a genetic relationship between schizotypy and schizophrenia (Clementz et al., 1991; Kendler et al., 1995; Silverman et al., 1993) . Furthermore, subclinical attenuated psychotic experiences of individuals with schizotypy resemble the symptomatology of schizophrenia (Claridge et al., 1996; Kendler et al., 1995; Raine et al., 1994; Vollema and Van den Bosch, 1995) .
Gender differences in self-reported schizotypal dimension scores have been reported in several prior studies (Claridge and Hewitt, 1987; Maric et al., 2003; Mason and Claridge, 2006; Muntaner et al., 1988; Raine, 1992; Young et al., 1986) , with females tending to score higher on measures of positive schizotypy and males scoring higher on negative schizotypy scales.
Associations between age and schizotypy have been mixed (Mason and Claridge, 2006; Mata et al., 2005) , though studies across multiple age groups generally suggest that younger individuals tend to score higher in schizotypy, especially positive schizotypy. Schizotypal domains appear to manifest consistently across racial/ethnic groups (Chmielewski et al., 1995) . Associations between higher levels of schizotypy and fewer social supports, poorer overall social adjustment, lower rates of dating or marriage, and lower quality of intimate relationships have been reported (Horan et al., 2007; Kwapil et al., 2008; Mishlove and Chapman, 1985) .
The present study examined the ways in which multiple dimensions of schizotypy are associated with basic sociodemographic characteristics in a culturally diverse, non-psychiatric sample of young adults. Based on prior research, it was expected that: (1) females would score higher on perceptual aberration than males, whereas males would score higher on social anhedonia, and (2) age would have a negative association with positive schizotypy scores.
Potential associations between race/ethnicity and scores on various schizotypal domains were examined. In addition, it was anticipated that individuals who were single would score higher in schizotypy than those in a relationship, and that those with a past history of mental health treatment would score higher in schizotypy than those without. Information on basic correlates of schizotypy such as these may benefit future research, and some have suggested that more research is needed on the relations between schizotypal traits and demographic characteristics such as gender and age (Fonseca-Pedrero et al., 2008) .
Methods
Participants included 950 undergraduate students enrolled in introductory psychology classes at an urban university in the southeastern United States between January and December 2007. Students were invited to participate via a recruitment statement on an online program used to manage the undergraduate research pool at the university. Participants read an online consent form approved by the university's Institutional Review Board before proceeding to the survey.
The order of measures was randomized across participants and automated data entry produced computerized files for data cleaning and analysis. To enhance comparison with previous research on schizotypal dimensions in undergraduate populations, only those respondents aged 18-26 years were included in the analyses. Additionally, participants taking <20 minutes to complete the full assessment battery (which typically took at least 30 minutes) were excluded. These restrictions resulted in a final sample of 825 students.
Basic demographic data were obtained (age, gender, race/ethnicity, and relationships status), and students were asked, "Have you ever seen a counselor, psychotherapist, psychologist, or psychiatrist for emotional problems, nervous problems, anxiety, depression, or other mental health problems?" Three reliable and valid self-report scales, utilized in prior nonclinical and clinical samples, provided data on schizotypal dimensions: the Schizotypal Personality Questionnaire (SPQ; Raine, 1991) , the Perceptual Aberration Scale (PAS; Chapman et al., 1978) , and the Revised Social Anhedonia Scale (RSAS; Eckblad et al., 1982) . A recent confirmatory factor analysis of the SPQ in this sample (Compton et al., 2008) revealed that a four-factor model-including paranoid, cognitive-perceptual, interpersonal, and disorganized domains-best fits the data.
Associations among the six schizotypy measures (the four SPQ domains, the PAS, and the RSAS) and sociodemographic variables were analyzed using six separate stepwise multiple linear regression models, with sociodemographic variables and past treatment history as predictors of schizotypy domains. Due to difficulties in interpretation, the heterogeneous "biracial/multiracial" and "other" categories of the race/ethnicity variable were excluded and the four remaining categories were recoded using dummy variables. Further, the relationship status variable was collapsed and participants were categorized as either in a relationship or single and not dating anyone regularly. All analyses were conducted using SPSS 15.0.
Results
Basic demographic characteristics of the sample and descriptive statistics for the schizotypy scale scores are shown in Table 1 . The mean age of participants was 20.1±1.7 years, and 77.2% of the sample was female. Self-reported race/ethnicity and relationship status also are shown. Just over one-quarter (28.4%) of participants reported a history of mental health treatment. Mean total SPQ, PAS, and SAS total scores were 23.0±13.6, 4.5±4.7, and 8.7±6.0, respectively. For each regression model, age, gender, race/ethnicity, relationship status, and history of mental health treatment were entered in a stepwise fashion. Findings are shown in Table 2 .
History of mental health treatment was the only independently significant predictor of the SPQ paranoid, cognitive-perceptual, and interpersonal domains. SPQ disorganized schizotypy was predicted by history of treatment, in addition to race/ethnicity (Black/African American participants had lower scores) and relationship status (those in a relationship had lower scores).
Of note, relationship status and history of mental health treatment were associated (χ 2 =9.28, df=1, p=.002), with those in a relationship being less likely to have been in treatment (32.7%)
than those who were single (23.1%). Regarding PAS scores, race/ethnicity was the only significant predictor, with Black/African American participants having lower scores. For the RSAS, race/ethnicity and gender were significant predictors-White/Caucasian participants and female participants had lower social anhedonia scores.
Discussion
Several key findings emerged from this study: (1) history of mental health treatment was the only significant independent predictor of paranoid, cognitive perceptual, and interpersonal schizotypy, indicating little influence of gender, age, race/ethnicity, and relationship status in this sample; (2) race, relationship status and history of mental health treatment were significant independent predictors of disorganized schizotypy, with Black/African Americans scoring lower than all other racial/ethnic groups and those who were single scoring higher than those in a relationship; (3) race was the only independently significant predictor for perceptual aberrations, with Black/African Americans scoring lower than all other racial/ethnic groups; and (4) race and gender were significant independent predictors of social anhedonia, with White/Caucasian
Americans scoring lower than all other racial/ethnic groups and males scoring higher than females.
Although an age effect on schizotypy dimensions was not observed, this may have resulted from the limited age range of this sample. While gender differences in multiple schizotypy domains were expected, the isolated finding pertaining to social anhedonia was consistent with previous research demonstrating that males score higher on scales reflecting social anhedonia (Chapman et al., 1976; Chmielewski et al., 1995; Claridge et al., 1996; Kwapil et al., 2008; Muntaner et al., 1988) . The relationship between race/ethnicity and PAS scores was consistent with some prior research, while the association between race/ethnicity and RSAS scores was contradictory (Chmielewski et al., 1995) . However, a recent study by Kwapil and colleagues (2008) , involving 6,137 undergraduate students at the University of North Carolina at Greensboro, documented that African American race/ethnicity predicted higher scores on both the PAS and the RSAS. Thus, although the literature appears to report fairly consistently that African Americans in this age range have higher SAS scores, findings pertaining to race/ethnicity and PAS scores are discrepant, for reasons that remain unclear.
Fonseca-Pedrero and colleagues (2008) examined the role of gender and age across multiple dimensions of schizotypy in adolescents. Studying 321 Spanish students in public secondary schools, aged 12-17 years (mean, 13.8±1.3), they found that boys scored higher than girls on scales measuring impulsive nonconformity, aberrant beliefs, and physical and social anhedonia, whereas girls scored higher on positive schizotypy, social paranoia, and negative evaluation. Though the present study, examining fewer dimensions of schizotypy, found only one association with gender (higher social anhedonia in males), it concurred with the finding of Fonseca-Pedrero and colleagues. Together, these studies indicate that males have higher levels of social anhedonia in both adolescence and in the college years. Whereas Fonseca-Pedrero and colleagues (2008) found multiple associations with age, generally indicating that as participants' ages increased so did their schizotypy scores, the present study found no age associations. This could indicate that although adolescence is a period when schizotypal traits evolve, such traits are relatively stable by the time of young adulthood.
Several methodological limitations, inherent to the study design, should be noted: (1) self-report measures of schizotypy were use rather than a clinical assessment, and some aspects of schizotypy may not be fully acknowledged or endorsed by those who have such traits; (2) the restrictive age criteria (18-26 years) may have obfuscated associations between age and schizotypal dimensions that would be apparent in the general population; and (3) 
